Case report
A 20 year old female presented to the emergency department (ED) with a two day history of epigastric and left upper quadrant abdominal pain. Patient described the pain as non-radiating constant pain that is associated with nausea and non-bloody diarrhea. There were no associated fevers and patient was otherwise hemodynamically stable. Patient's last menstrual period was 2 weeks prior to presenting to the ED. Lab work did not reveal any evidence of leukocytosis or pancreatitis. Abdominal exam was unremarkable apart from mild tenderness with no guarding in the epigastric region. An abdominal ultrasound was obtained in the ED, which revealed an avascular cystic structure in the region of the tail of the pancreas (Fig. 1) . For better characterization of the cystic structure, an abdominal computed tomography was obtained (Fig. 2) .
In view of the patient having persistent abdominal pain, associated with an abnormal mass, a decision was made to surgically excise the retroperitoneal cyst. A transverse left upper quadrant was made and the mass was found to be palpable through the transverse mesocolon. A Mattox maneuver was then performed to reflect the colon to the right. The cystic structure was then visualized in the retroperitoneal location adherent to the duodenum, but Fig. 1 . Ultrasound image revealing a 3.4 Â 2.8 Â 2.6 cm avascular cystic structure in the pancreatic tail region. did not appear to be a duplication cyst. Pathology revealed benign ovarian parenchyma, with hemorrhagic corpus luteum and cystic follicles consistent with a supernumerary ovary.
Discussion
There are numerous examples of congenital anomalies presenting beyond the adolescent period such as malrotation [3] , foregut duplication cysts [4] , Morgagni hernia [5, 6] , choledochal cyst, and Hirschsprung's disease [7] . Adult surgeons infrequently encounter these congenital anomalies. This sometimes necessitates the expertise of pediatric surgeons, who are more accustomed to these anomalies compared with adult surgeons. Infantile hypertrophic pyloric stenosis (IHPS), which is the most common surgical condition causing emesis in infancy, is an example of a pediatric surgical condition that has been reported to be operated on by adult surgeons in peripheral hospitals [8, 9] . However, it has been demonstrated that when IHPS is operated on in a specialized tertiary center, that the infection rate and hospital stay are significantly less [10] .
Here we report a case of a patient found to have a supernumerary ovary resembling a paraduodenal duplication cyst. Supernumerary and accessory ovaries are an extremely rare gynecological anomaly [11] . Although rare, they need to be excised due to their malignant potential [12] . The term 'supernumerary ovary' is defined as a third ovary that is entirely separate from the normally placed ovaries. Whereas the term 'accessory ovary' is defined as excess ovarian tissue that is invariably situated near the normally placed ovary, which may or may not be connected to it [12] . Histological diagnosis of an accessory or supernumerary ovary requires demonstration of ovarian follicles. Imaging studies of the cystic structure around the third portion of the duodenum were interpreted in this 20 year old patient as most probably a duodenal duplication cyst. Pediatric surgery was consulted for excision for a presumed intestinal congenital malformation.
There have been two theories that have been postulated with regards to the development of the supernumerary ovary. Firstly, the "arrested gonocyte migration" theory, where the gonocyte's migration arrests as they migrate retroperitoneally through the dorsal mesentery [13] . Secondly, the "transplantation" theory of the germinal ridge following incorporation of the gonocyte [14] . From these proposed mechanisms, supernumerary ovaries tend to be located retroperitoneally as is the case with our current case report. Other reported locations include the pelvis, para-aortic, omentum, intrarenal, bladder and colonic mesentery [15, 16] . Supernumerary ovaries are often incidentally found, and thus underreported, however they may also be painful, functional, multiple or associated with other congenital malformations of the genitourinary system [12] . Table 1 lists the previously reported case reports on supernumerary ovaries along with their location and histopathological description, whether benign or malignant.
Conclusion
Although this is a rare gynecological anomaly, we recommend complete excision of these cysts for accurate pathologic diagnosis and to eliminate risk of malignant transformation (See Table 1 ).
